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Preface 


The Health Action Task Force was mandated by the District Health Council in February 
1995 to develop a comprehensive health care plan to guide the restructuring and 
management of health care services in Hamilton-Wentworth. 


Working papers and supporting documents were developed by working groups, and in some 
instances, Staff and consultants. These documents focused on acute care, emergency and 
land ambulance services, primary health care, continuing care, inclusive of long term care, 
chronic care rehabilitation and chronic care, mental health, a H-W community profile, 
health human resource planning , facilities assessments, health system integration, and 
results from open consultations. 


Working group membership generally included Task Force members, District Health 
Council members, planning staff and Ministry of Health resource persons. Each working 
group was chaired by a member of the Health Action Task Force. The purpose of the 
working groups was to define the scope of the task, and determine the consultation processes 
required to inform the task. Working groups, and staff, were responsible for identifying 
relevant data and information, key stakeholders, key informants, relevant literature, and 
studies and reports. The reports of the working groups and staff reports were received as 
information by the Task Force. 


All of the working groups were working concurrently. Some recommendations were made 
in the absence of evolving information, new analyses and facilities assessments. All 
recommendations were considered by the Task Force in the development of a comprehensive 
and cohesive health care plan. 


For additional information, please contact the District Health Council at 570-0354 Ext. 159. 
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INTRODUCTION 


Change is occurring rapidly in all sectors of our society and health care is certainly no 
exception. The health care sector is now being challenged to think and do things very 
differently. 


The heart of the health care system is the people working in it. It is estimated that there 
are approximately 15,000 health care providers in Hamilton-Wentworth making the health 
care sector one of the largest employers in the Region. These include private practioners 
and people who work in community agencies. Some hold unionized positions, some are 
management, some are non-unionized and some are self-employed. They work in the 
public, not-for-profit and private sectors. 


The individuals within the system are feeling anxious, mistrustful and powerless about 
their future. Because of all of the change, new ways must be found to support this most 
precious resource through this difficult transition. To that end, the Task Force accepted 
a process to encourage understanding among all people working in the system to begin 
to identify new ways for people to work together. 


METHODOLOGY 


Three focus group sessions were held to discuss options for looking at the Human 
Resources component within a comprehensive health care plan. The decision was 
reached to bring together a broad cross section of individuals to begin the process of 
working together as a system. 


Invitations were extended to individuals in the public and not-for-profit sections. This was 
the first time that these two groups had come together to look at common issues and 
discover similarities and differences. While there was a recognition that the private sector 
and Physicians have a major role in health care and must be part of ongoing discussions, 
it was felt appropriate to begin with the two identified components. 


Fifty-three people participated in a two-day session on Human Resource Planning on 
February 10th and 11th, 1996. The session was facilitated by Linda Busuttil of Health 
Sector Training and Adjustment Program and Jane Krilyk. As hoped, representatives from 
a broad cross-section of the health care community attended (see Participant's List). 
Participants reported that they had learned a great deal. Members of the Task Force 
attended as observers only. 


The Proceedings, as recorded on flip charts at the Planning Session, are attached. 


OUTCOMES 


The Planning Session did provide a catalyst for ongoing initiatives for Human Resources 
planning. There was a clear recognition on the part of participants on the weekend that 
the health care sector is facing many challenges and that the old ways of doing things are 
not working. There was an obvious willingness to work together and differently. At the 
same time, it was evident that we do not have the tools and capacity to work in new ways 
within a system. The building of that capacity is critical to the development of an 
integrated health care system but it will take time and must be given that time to develop. 
The Human Resources Planning Group (HRPG) indicated a strong willingness to continue 
the work begun on February 10th and 11th, 1996 and their interest should be supported 
and encouraged. 


RECOMMENDATIONS € 


* THAT HUMAN RESOURCES PLANNING, ADJUSTMENT AND DEVELOPMENT BE 
A MAJOR COMPONENT OF THE HEALTH SERVICES BOARD. 


¢ THAT THE DISTRICT HEALTH COUNCIL PROVIDED THE INTERIM LEADERSHIP 
TO THE CONTINUING WORK OF THE HUMAN RESOURCES PLANNING GROUP. 


¢ THAT ADDITIONAL REPRESENTATION FROM PRIVATE SECTOR PROVIDERS, 
PHYSICIANS AND OTHER MISSING COMPONENTS BE ADDED TO THE HUMAN 
RESOURCES PLANNING GROUP. 


* THAT ALL STAKEHOLDERS PROVIDE RESOURCES TO BUILD THE CAPACITY 
OF THE HUMAN RESOURCES PLANNING GROUP TO PARTICIPATE IN HUMAN 
RESOURCE PLANNING, ADJUSTMENT AND DEVELOPMENT. 


¢ THAT THE HRPG PROVIDE THE IMPLEMENTATION COMMITTEE FOR THE 
COMPREHENSIVE HEALTH CARE PLAN WITH RECOMMENDATIONS AS TO 
HOW TO BEST INCORPORATE HUMAN RESOURCES INTO THE WORK OF THE 
HEALTH SERVICES BOARD. 
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Our Health, Our Future: A Health Human Resources Planning Session 


Proceedings from the Session sponsored by the Health Action Task Force February 10 & 11, 1996 


Our Health, Our Future: A Health Human Resources Planning Session 


Introduction : 

The Hamilton Health Action Task Force 
sponsored a regional human resource 
planning session on February 10th and 1 Ith, 
1996. The event brought together multiple 
stakeholders, health sector workers, 
executive directors, presidents, union 
representatives and other people with an 
interest in the development of a regional 
human resource vision. 


The content in the pages which follow has 
been transcribed from the many flip charts 
and drawings which were developed dunng 
the course of the weekend. 


Organization of this document 

This document has been organized in two 
parts, the first reflects the activities of 
Satuarday, February 10th and the second 
those activities which occurred on Sunday, 
February 11, 1996. The information 
recorded in the left hand column reflects the 
documentation as recorded by the 
participants. Comments or additional 
explanations have been provided mn boxes the 
right hand column. The drawings created 
during the course of the weekend have been 
reproduced from the originals for these 
proceedings. 


The Appendices include a list of participants 
who attended the weekend session as well as 
copies of handouts which were brought to 
the session by participants. 
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1.0 


SETTING THE TONE 


What ts your wildest vision for 
health care workers in this region ? 


@ that all health care workers are 
equally valued 

Man ability to deliver health care at 
the night time, place and by the nght 
care giver 

@ shown respect 

@not regarded solely as a cost item 
@ stability 

® volunteers need to be included in 
the health care system 

®eood guidelines to achieve fair 


playing field 


What is the thing you need least as 
a health care worker ? 


™ negative change 

™@ negative media coverage 

@ more layoffs, cutbacks and staff 
reductions 

®@ separation of health care into a 
two tier system for patients 

@ privatization of health care 
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Context: 

This weekend session was the first 
opportunity for health sector partners to 
meet ata regional level. There were 
representatives from hospitals,community 
and support services, large organizations 


and small, management and labour 
(unionized and non-unionized). In small 
groups individuals had the opportunity to 
express their visions and fears for 
workers in the Hamilton-Wentworth 
health care system. Many of these visions 
and fears were held in common. 
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2.0 VISIONS 


OQ. How can we organize the work so 


that we are meeting all of the health 


care continuum needs of our 
community? 


Group One 

™ no generic workers in the region 

™ move patients from institution to 
community; this needs to be coordinated 
better (institution or community) 

@ better protection of worker & consumer 
® where is the work to be done WHY W 
(community or imstitution?) 

@ appropmiately qualified worker to give 
care; to provide the appropmiate care 

@ what is a generic worker 

® education - skills; capability to do the job 
# "hot" issues - do we need dispute 
resolution mechanisms 

#@ worker of the future needs to have the 
ability to select the quality of care required 
to meet the patients needs; are there models 
™ difference between generic and multi- 
skilled 

® community vs tertiary facilities 

@ resources available; streamline the system; 
direct the $ to patient care; place for RPN/ 
RN (profession); educate the public; public 
need to be accountable for the $ they expect 
to be spent 

™ defined level of health care workers 
needed 

@ under utilization of volunteers, support 
staff 

= message folders (community) 

® vatekeepers not here (physicians) 
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Context: 

The participants were divided into four 
groups and asked to have some dialogue 
around this question. Comments were 


recorded on flip chart paper as well as 
through visual drawings. All of the groups 
presented a summary of their information 
to the other participants at the session. 


Note: 
The 'xx' symbol has been used to 


transcribe the hand drawn stars which 
were added to the documentation by 
group recorders. 
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@ one ONA local, one CUPE local, one 
board of governance, streamlme the HR 
system 
™ barriers exist (need to be broken down) 
™@ equalize the playmg field 
(what does this mean?) 

‘ removing tensions m the workforce 


since we all work side by side Please refer to Diagram One on page 6. 
‘ie. pay scales 


- Collective Agreements 
- common issues m a lot of CUPE 
bargaiming units 
- need for standardization 

What a level Playing field (is)! 
- decision making (Satum) 
- compensation 
* accountability/ msks 
- mcome 
‘ mutual respect 

a) ‘ alternative payment plans 

‘ performance development 
(collective agreement) 


- favouritism 


.™@ Peer Pressure 

® Japan Structure (job satisfaction; mcentive 
program) 

™ ongoing community mput (structure m 
place) 

™@ no “hope” in the workforce 

@ pride in ownership 
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1. what 1s the work? how does the whole 
community identify the work? how do you 
pay for it? how do you organize it? 


Comment: 
The group started to move from 


identifying what is out there in terms of 
services and agencies to specific 


2. what_standards of care need to be retamed questions (listed). 


with budget constramts - rationalisation 


3. what staff are required to do the work? 
(work identified) 


4. what is the optimum level of health care 
and who identifies it? 


5. mdependency of patients vs dependency 


6. how do you evaluate the work bemg done 
re) or health care needs? 


7. what level of skills and knowledge are 
required? 
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QO. How can we organize the work so 
that we are meeting all of the health 
care continuum needs of our 
community? 


Group Two 

# wormes 

# problems - defmitions 

™@ change, pace, scope 

® control; lack of control; lack of democracy 

™@ impact 

= competition 

® lack of security 

@ job defmition 

® self terest 

@ political agenda that is not our agenda 

@ manpower planning 

@ standards 

™ quality 

@ tension; cost <--> quality 
economics <-—> patients 

® shnnking resources 

™ escalatimg needs - aging population 

# new technology 

™@ research 

™@ performance measure 

™ risk management 

@ determmants of health 

@ private-public sector 

® public's perception of health care 

@ public expectation - escalatmg? 
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Comment: 
The group started by identifying 


Please refer to Diagram Two on page 9. 


considerations for re-organizing the work. 
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organize the work 

™ new partnership: system 

= commitment to people 

™ sills assessment 

# HR plannng YWYXyW as a system-wide 
approach 

™ cooperation and participation im power 


= commitment to share accountability ae : 
™ commitment to improved joint process What es things' needed to organize 
® management AND employees the work: 


™ removing the barriers created by power 


relationships 


relationships 

® workmg together 

= how do we work together? 

® settmg nid of barriers 

™@ infrastructure (lack) 

™ no commitment of resources; transfer of 
resources 


Requirements for "us" to organize work to 
plan and to change to provide a real 
continuum? 

™ jomt responsibility and accountability for 
HR problem solving & resolutions 

= commitment to improved ongoing and 
continuous joimt processes for HR planning, 
delivery and traming 

™ remove bamers created by present power 
relationships at all levels 

= commitment to set of principles to guide 
HR planning n HW; ie. faimess, equity, 
respect, open communications etc 

™ be open to new solutions, ideas, 
innovations (ie. drawmg from private sector) 
@ must be future onented 


What do we need for a future regional HR 
system? 
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Q. How can we organize the work so 
that we are meeting all of the health 
care continuum needs of our 
community? 


Group Three 


Capacity of the Community 

(a) skill level of staff 

(b) continuum of quality care vs task focus 
(c) wellness & prevention 


who does the work? where is it done? 
= know my provider 
™ contimuity of care 
@ relationships important 
™ education of the community around health 
care- speed of the change 
® need for better match of skills between 
care giver and care recetver 
@ what does community want 
@ structural issues 
M@ at what expense do volunteers "strengthen 
communities" 

Paid Staff <——————-> Volunteers 
difficulty of recruiting 
(liabibty, police checks) 


concem: volunteers 
volunteers replacmg 


staff 


® rural - urban differences 
®@ early dischargmg making demands on 
"community" 


Please refer to Diagram Three on pg 12. 
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Success factors 

™@ adequate anbd careful planning 
@ adequate fundmg 

@ shilled providers 

™ acceptable HR plan 

™@ integration 

@ accountability 

™@ rationalisation 

™ care for the care giver 

@ communication 


Feburary 10 & 11, 1996 - 13- 


Our Health, Our Future: A Health Human Resources Planning Session ¢ 


QO. How can we organize the work so 
that we are meeting all of the health 
care continuum needs of our 
community? 


Group Four 

™ organize work to meet health care needs 
of our community 

™ client must be in charge; must be 
giveappropnate mformation to make 
decisions 

™ goals: (1) ease of access; (2) integrated 
system of care; patients, doctors, facilities, 
community supports to mdividual (client 
focused) 

@ look at our population from birth to death: 
develop a healthy (supportive) community 
and neighbourhoods 


™ health care is a business; TQM; customer 
+ supplier = customer satisfaction 

= keep for-profit organizations out of health 
care 

@ community will suffer because of 
privatisation 

@ money goes out of the community 

™ is expensive 

@ bring back to community what is already 
privatised 


™ meet the needs of the mdividual 

® front line resources available 

™ reduce duplication (waste; administrative) 
™ seamless integrated 

™ no privatization (contentious; not 
unanimously supported view) 

™ understand mfluences on the system/ 
alliances 


Comments: 
This group had some debate and 
discussion around the question of wether 
health was a business or publicly funded 
service? TQM was a contentious issue. 
Questions were raised about ‘quality’ of 
care, how this would be defined, 
evaluated and how it would be ensured 
especially if good quality meant more 
costs? 

Please refer to Diagram Four on page 15. 


Feburary 10 & 11, 1996 


SS 


Bho qy wy 40 }}2 oy oy h 3 a Spsau npr 


ULES ID Hf] j Se | 
| + A Nu i rye 7 Sb wap oe . A 
V1dt Yf : 
. LISI) Ayre, : Sway mT i 
Pmt sac aebey Nn. sin toe 
Z Ss 1 "utr 5 
iy Saver Srreiby/ 2 i 
41ZALU Hof | | / : 
‘a {VAIA) 
Soy f 
eile) UUs / 4 ae 7 ae 


PAGVp 1g eu Sandy es 


Our Health, Our Future: A Health Human Resources Planning Session 


Funding Models 
™ funding goes to acute, LTC and 


community for beds and services and 
through different boards and gatekeepers 
who do different assessments and have 
different resources available to them; they all 
focus back in to the patient 


Models of Health 

™ medical model; biological (exercise, diet 
and lifestyle) to the determmants of health 
(social supports, employment, environment) 
® holistic health mcludes medical, biological 
and determmants of health (includes mental 
health) 


Service Provision 

? accountability 

? responsibility 

? who determmes entrance and path of exit 
? equality/ power 

™ hospitals have attempted to increase 
person's power/ alternatives 


Comment: 
A question was asked about how 


individuals could make informed 
decisions? information & feedback loop? 


Are We doing anythmg nght/ wrong? (diagram below) 


@ health care perceptions are based on 
individual values F - 
@ indrvidual health care workers do do their seamless 
jobs 

™ society is demandmg more from 

professionals 
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Summary: 

A summary of the general themes from 
the morning session are as follows: 

* the care of the patient is central 

* there are fears and insecurities in 
organizations and with workers at all 
levels 

* we are planning in an uncertain 
environment 

* there is an understanding of the need to 
work together, and a recognition of the 
lack of ability and resources to do so 

* the focus on the future requires new 
relationships, and an ability to work in 
new ways (ie. level playing field, decision 
making, access to equal informtion etc) 

* barriers need to be removed 

* relationships between sectors need to be 
strengthened 

* interest and commitment to working 
together at a regional level 

* individually we do not have a complete 
understanding of the health system in 
Hamilton-Wentworth 
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520 ISSUES 


a. Issues Raised which the Group felt 
we could talk about. 

® trust buildmg with decision makers 

@ develop principles for utilization of health 

care workers within the health system; 

principles to guide HR planning 

® managing change 

® communication 

@ jomt governance 

@ our future health care workers; work for 

health care workers (unemployed) 

@ strategies to mmumize layoffs 

@ training 

@ opportunities for laid off displaced 

workers 

@ what is needed to support health care 

workers through change 

@ traiimg; trammg needs of future health 

care workers 

m what are the expanded opportunities for 

health care workers in HW 

™ cuidelines to ensure a fair playing field 

= what is needed to support HR planning for 

HW health system in the future? 

#@ HR information needs 


b. Issues which were flagged as "hot" 
issues not for discussion at this 
time. 

™@ senionty 


® redefinition of jobs 

™@ non standard employment 

@ early retirement and severance; continuity 
in all of region 


Context: 

Saturday afternoon was the time that the 
group was to identify common 
opportunities and issues related to a 
regional human resources system. There 
was a great deal of dialogue during this 


time and there were a number of issues 
identified. These issues were then 
‘categorised’ into issues which the group 
felt that they could explore at this time 
and issues, "hot" issues to be "parked" 
until a later date. 


Note: 
The issues in 'a' may be summarised as 
those items the participants felt must first 
be addressed in order to proceed to an 
environment in which issues in 'b' could 
be discussed and explored. Although 
participants "parked" or "flagged" 
certain items, they made it clear that this 
did not mean that they could not be 
explored at a later date. 
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@ facilitatmg movement throughout the 


region Summary: 

| . ° y 

HR policies The issues identified may be summarised 
Ms a as follows: 

@ job postings 


* building trust 
* making decisions/ governance 

* principles to ensure decisions 

* displaced workers: supports/ impacts 
* future workers 

* development/ training 

* relationships between sectors 
* system changes 

* fair playing field 

*supports for planning 

* change 

*employee values 

* issues for negotiations (flags) 


@ pros and cons of establishmg central 
bargammmg to facilitate regional redepolyment 
™@ integration of salaries and benefits 
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1.0 OPEN DISCUSSION 


what did you learn from yesterday? 

@ diversification is important to maintain 

™ good to balance new and bright ideas with 
experience of those who have been through 
™@ passion and caring are common 

™ the knowledge in the room is impressive 
™ appears to be common vision of health 
care 

™ frustration because there is so much work 
to be done and so little time 

=™ complexity of issues in HR 

@ frustrating because there has to be a way 
to put our inflexibilites aside and talk 

M@ we as a group have to be educated about 
out health care system; other organizations, 
workers etc 

® solid common ground -> the patient 
comes first and this crosses all boundaries 

@ it was clear that the left hand did not know 
what the nght was doing and yet we are all 
in the health care system 

™@ there are no entrenched positions, it 1s 
recognized that we need information and 
discussion(we need consistent information) 
®@ when talking about HR you have to talk 
about collective agreements 

™@ paradigm shift may not be understood by 
everyone; maybe we need to all understand 
this first 

™ appreciation for the positions of leadership 
of the unions 

@ learned that we are willing to sit and 
discuss HR for the future 


Context: 
Participants arrived and convened in a 
large group room and the Sunday session 
began with an open discussion of the 
learning which occurred on Saturday, 
observations, hopes, frustrations etc. 
These were recorded on flip chart paper. 
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the question ts what is our role? (are we 
here to contribute ideas to a new regional 
HR or are we here to resolve what the HR 
implications and fall out is going to be?) 
™@ we need to take responsibility and bnng 
new ideas 

= do we want to be part of the reform 

™@ we are reactive because we don't know 
how the decisions are being made 

@ can we be involved in shaping the future 
of health care in HW? (yes) 

@ do we have an ability to build an HR 
system plan for HW? 


what do we need? (do we presently have 
an ability to build a regional HR system 
plan for Hamilton-Wentworth ?) 

® information 

@ power for decision making (budget) 

™ capacity to build as people, workers and 
organizations 

@ an opportunity to be proactive 

@ we made recommendations they are 
denied but we don't know why (feedback 
loop is not there) 

™@ process is not iterative 

—@ process must be useful and we must have 
faith in it 

™ information is central, both ways; we need 
a level playing field; labour and management 
have to know what $ is spent where? when? 
why?; and also to understand "why is this in 
your collective agreement..." 

@ we need to know where the system is 
going (a) privatization; (b) quality of care 

@ are we going to be a coordinated group in 
this area which says what we want for 
ourselves? 
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Note: 
A question was raised by some of the 
participants to try to clarify what their 


role is or could be; this was followed by a 
documented discussion of what they 
would require to build a regional HR 
system. 


Summary: 
what we need to be involved in a regional 
"system"? 

* new processes 

* beneficial processes ie. useful to people 
* information, all "business literacy" 

* information sharing (to and from) 

* big picture from DHC and others 

* quality of care influence 

* more than a one shot deal 

* able to say "no" 

* people cannot be ignored 

* group can identify issues which can be 
worked on together and those they cannot 
* community is the main focus - picture is 
fragmented 

* mindset can stop us 

* planner role? - who should do it? 

* we have resources to share 

* workers staying employed - principles 
which help us achieve this 

* a structure which ensures input, 
decision making, and education 

* need to develop an understanding of 
the role of volunteers in the HW region 
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™ unless input is listened to and we have 
some authonty for decision making we will 
not have any influence 

@ people make recommendations and the 
question is what is the structure necessary to 
ensure ongoing 

input --> decision making --> feedback? 


what are the changes which are impacting/ 
influencing us ? 

™@ decrease of front line workers 

™@ decrease of funding 

@ privatization (ie labs) 

™@ duplication services and the costs 

™@ gaps for certain populations 

™@ pressures on services 

@ competition; private sector competing; 
MOH decisions and policy of "best price" 

@ Bul 173 amendment and impacts 

#@ no definition of highest quality 

@ can quality be measured?; previous work 
here? 

@ money influencing all changes 

@ previous agreements are gone; Ie. 
minimum pay for homeworkers 

@ budget allocation by MOH changed to 
"best case costing" 

™@ system seeking ways to flow $ differently 
® municipal government decisions 

@ academic decisions te. traming 

™ demsured homecare services (OHIP); caps 
on funding, eligibility changes and waiting 
lists for services 

™@ funding decisions still changing 

@ duplication persists 

®@ inequities in payment for similar services 
®@ growth of entrepreneurial efforts 


Please refer to Diagram on page 24. 


Note: 


The group asked for an explanation of the 
HATF report time lines: 


March 4th - the HATF document 
becomes public and is presented to DHC; 


there will be 2 weeks to comment in 
writing, on the 1-800 fax or phone line; it 
can be done individually or collectively 
March 25th - revised document goes to 
the DHC who then sends their advice to 
the MOH 
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2.0 REGIONAL FOCUS 
Questions: 

where/how should decisions be made 
regionally? 

where at individual institutions?; 

who should be involved in regional human 
resource decision making?; 

what ts the process? what should it look 
like? 

what power should the regional HR 
‘system' have? 

what can we do together? 

what should we do together? 

where do we go from here? 


Context: 

The large group was divided into three 
smaller discussion groups. Each small 
group was given questions to discuss with 


regard to a regional Human Resources 
system for the Hamilton-Wentworth 
health sector. Discussions were 
documented on flip chart and then 
presented to the other participants. 


Group One 


Principles 
m Yes! there should be pmnciples 


@ empowerment of more bureaucracy - No! 


@ St. Joe & Crvics Pnnciples’- Yes 

#@ with amendments as follows: 
1. is ok 
2. ... health care delivery services 
within the Ham-Went region 
3. change hospital to health care 
sector and services (m 4) as well 


Please refer to Hamilton Civics and St. 
Joseph's Principles in the Appendix. 


@ values of the Canada Health Act; 
accessible, comprehensive, portable, publicly 
funded, universality - should be reflected int 
the pnnciples for health care services 


™ Regional HSTAP system (sustam the 
HSTAP funding) 

(the question should be) how not where? 

™ consultative <---> shared decision making 
(principle #4) 
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who? 

® local representation chosen locally 

#@ networking - build on relationships made 
in this forum - ongoimg collaboration - meet 
again 

® understand that the plan and the solutions 
are BOTH dynamic 

™ (sectors/ services) must build process to 
create HR planning mformation processes 
should be inclusive of management/ union 
and non-union 

@ to do this well regionally we must have 
information 


™ question implies that there will be a 
regional HR system: and that it will be 
‘formal’ 


Things to be aware of: 

1. before the 4th; concem that this 
information must be (draft) vetted before 
presentation to the DHC 

2. we want the final report sent to us and to 
reconvene in the two week comment period; 
have members of the Task Force m 
attendance 

3. participants should share this mformation 
in the workplace 


@ regional HR support system 

career counsellmg; EAP services 

job placement (HSTAP and beyond) 

@ maybe as mdividuals/ organizations we 
should encourage/ push our organizations to 
endorse some set of principles 

@ DHC ----> (1) endorse then (2) request 
stakeholder to adopt the pnnciples 
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Group Two 


What is our role? 

1. who should make decisions? 

@ decentralise WWW 

® to DHC boundanes and MOH regions 
@ governance structure 


™ governance; smaller working groups 
would have the decisions 


ADVISORY BOARD (key stakeholder) ---> 


BOARD (elected members; should have 
knowledge and information; open meetings, 
no in-camera, [association with a particular 
agency or group]; process for appointment 
and removal; lobby process; need 
information) 


2. who should do HR planning? 
@ key stakeholders; sub cttees and a Board 
(see circle at side) 


3. what should be a regional HR process? 
@ sub cttees of a HR board ie. Human 
Resources, Professional Standards, Quality 
of Care, make recommendations to a Board 
but these recommendations are reviewed by 
Stakeholders prior to the Board receiving 
them 


4. who should be involved? 
@ community 

@ institutions 

@ link to industry 
@ health 

@ social 

@ municipal government 
@ educational institutions 
@ direct care 


Note: 


This drawing has been copied from the 
group's flip chart. 


Lb hod ES 
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™ front line staff (non-unionised; unionised) 
@ consumers 

™@ physicians reps 

™@ reps from unions 

™@ administrative rep 


5. what power should they have? 


6. what can be done regionally vs at 
separate institutions ? 


7. what can we do together? 


REGION ‘y INSTITUTIONS 


takes mto account supports mission 
trends etc of agency,benefits, 
insurance, pensions 


&. what do we need? 

®@ mformation; access by key stakeholder; 
free access (no withholdmg of mformation) 
™@ power and mandate 

™ commitment to support employee 

® suiding pnnciples 
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Group Three 


Future? 

™ establish an ‘honest broker which is a 
central group 

@ input and representation from all agencies/ 
stakeholder 

™@ authority over all agencies 


membership 

@ all HR funded through the ‘honest broker’ 
@ include front line workers of all sectors 

@ volunteers 

@ equal standmg 

™ come equipped with the mandate 

™ dispute resolution mechanism 


what can we do next? 

™ process to establish ‘honest broker 

@ establish ‘honest broker 

™@ policy, planning, implementation 

@ establish linkages to HR components of 
existing boards/ management 


what do we need now? 

(for regional HR group) 

™ establish Inkages m HR 

™ evaluation process 

@ plannmg process 

™@ policy development 

™ implementation plan 

™ performance management 

™ change management process 
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Summary: 

*all participants came with a wealth of knowledge and experience and were willing to share 
and learn from each other 

* health sector workers identified a number of common issues, fears and hopes for the future 
* there was an overwhelming interest in working together on HR issues at a regional level 

* what is needed are resources and supports which could build the capacity of participants to 
work together 


Mechanism 

* participants identified a number of issues which are not satisfactory with the present human 
resources (work) system and clearly indicated that they would like to be informed members of 
the decision making process; these are the 'barriers' which currently block movement forward 
* participants also indicated a desire to have meaningful participation in decision making and 
to have feedback and accountability; as well as dispute resolution mechanisms in a regional 
process, the issue of the 'definition' of ‘quality services' was also one which all stakeholders 
wanted to participate in determining 

* participants felt that a multi-stakeholder group could represent the regional health 
employers and employees 


Principles 


* many of the groups did not have an opportunity to discuss the principles in depth but 
suggested that existing principles would be a starting point; one group also suggested a 
process for regional human resources principles - that these be developed and then circulated 
to health agencies for their endorsement and agreement 


Mandate 

*it was suggested that the mandate begin with a broad definition of human resources; to 
include volunteers and families 

*it was also suggested that the scope of human resources include planning, adjustment 
(redeployment and outplacement services) but also development such as the development of 
the regional health economy and health employment opportunities within the region 


Membership 

* participants unanimously indicated that membership in a regional HR 'mechanism' should 
include representatives from labour (union and non-union), the institutional and community 
sub-sectors, and that the regional human resources system needs to include physicians (the 
gatekeepers) 

* other groups identified social services, industrial and the private sector; as well as 
education and training institutions 
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Introduction 

The Hamilton Health Action Task Force 
sponsored a regional human resource 
planning session on February 10th and 11th, 
1996. The event brought together multiple 
stakeholders, health sector workers, 
executive directors, presidents, union 
representatives and other people with an 
mterest m the development of a regional 
human resource vision. 


The content m the pages which follow has 
been transcribed from the many flip charts 
and drawimgs which were developed durmg 
the course of the weekend. 


Organization of this document 

This document has been organized m two 
parts, the first reflects the activities of 
Satuarday, February 10th and the second 
those activities which occurred on Sunday, 
February 11, 1996. The mformation 
recorded m the left hand column reflects the 
documentation as recorded by the 
participants. Comments or additional 
explanations have been provided m boxes the 
right hand column. The drawings created 
during the course of the weekend have been 
reproduced from the origimals for these 
proceedings. 


The Appendix includes a list of participants 
who attended the weekend session as well as 
copies of handouts which were brought to 
the session by participants. 
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1.0 SETTING THE TONE 


Q. What is your wildest vision for 
health care workers in this region ? 


@ that all health care workers are 
equally valued 

Man ability to deliver health care at 
the nght time, place and by the nght 
care giver 

™ shown respect 

@not regarded solely as a cost item 
S stability 

®@ volunteers need to be mcluded m 
the health care system 

® ood guidelines to achieve fair 
playimg field 


What is the thing you need least as 
a health care worker ? 


@ negative change 

@ negative media coverage 

@ more layoffs, cutbacks and staff 
reductions 

@ separation of health care mto a 
two tier system for patients 

@ privatization of health care 
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Context: 

This weekend session was the first 
opportunity for health sector partners to 
meet at a regional level. There were 
representatives from hospitals, community 
and support services, large organizations 


and small, management and labour 
(unionised and non-unionised). In small 
grouyps indiviudlas had the opportunity 
to ecpress their visions and fears for 
workers in the Hamilton-Wentworkth 
health care system. Many of these visions 
and fears were held in common. 
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2.0 VISIONS 


Q. How can we organize the work so 
that we are meeting all of the health 
care continuum needs of our 
community? 


Group One 

® no generic workers m the region 

— move patients from mstitution to 
community; this needs to be coordmated 
better (mstitution or community) 

® better protection of worker & consumer 
@ where is the work to be done KR RW 
(community or mstitution?) 

™ appropmiately qualified worker to give 
care; to provide the appropriate care 

@ what is a generic worker 

™@ education - skills; capability to do the job 
@ "hot" issues - do we need dispute 
resolution mechanisms 

®@ worker of the future needs to have the 
ability to select the quality of care required 
to meet the patients needs; are there models 
@ difference between generic and multi- 
skilled 

2 community vs tertiary facilities 

™@ resources available; streamlme the system; 
direct the $ to patient care; place for RPN/ 
RN (profession); educate the public; public 
need to be accountable for the $ they expect 
to be spent 

@ defined level of health care workers 
needed 

#@ under utilisation of volunteers, support 
staff 

™ message folders (community) 

@ gatekeepers not here (physicians) 


Context: 
The participants were divided into four 
groups and asked to have some dialogue 
around this question. Comments were 
recorded on flip chart paper as well as 
through visual drawings. All of the groups 
presented a summary of their information 
to the other participants at the session. 
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@ one ONA local, one CUPE local, one 
board of governance, streamline the HR 
system 
@ barners exist (need to be broken down) 
®@ equalize the playmg field 
(what does this mean?) 

‘ removing tensions in the workforce 


sme BOING Please refer to Diagram One on page 6. 
‘le. pay scales 


- Collectrve Agreements 

- common issues m a lot of CUPE 

bargamimg units 

- need for standardization 
What a level Playing field (is)! 

- decision making (Saturn) 

- compensation 

* accountability/ nsks 

‘ mcome 

‘ mutual respect 

- altemmative payment plans 

- performance development 

(collective agreement) 


may pit worker agamst worker????? 
- favouritism 


@ Peer Pressure 

@ Japan Structure (job satisfaction; mcentive 
program) 

® ongoing community mput (structure m 
place) 

®@ no "hope" m the workforce 

™@ pride m ownership 
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1. what is the work? how does the whole 
community identify the work? how do you 
pay for it? how do you organize it? 


Comment: 
The group started to move from 


identifying what is out there in terms of 
services and agencies to specific 


2. what_standards of care need to be retained questions (listed). 


with budget constramts - rationalisation 


3. what staff are required to do the work? 
(work identified) 


4. what is the optimum level of health care 
and who identifies it? 


5. mdependency of patients vs dependency 


6. how do you evaluate the work bemg done 
® or health care needs? 


7. what level of skills and knowledge are 
required? 
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Q. How can we organize the work so 
that we are meeting all of the health 
care continuum needs of our 
community? 


Group Two 

@ wormes 

® problems - definitions 

@ change, pace, scope 

® control; lack of control; lack of democracy 
@ impact 

= competition 

@ lack of security 

® job definition 

@ self mterest 

B political agenda that is not our agenda 

®@ manpower plannmg 

@ standards 

@ quality € 


@ tension; cost <—-> quality 
economics <—> patients Please refer to Diagram Two on page 9. 


® shrinking resources 

@ escalating needs - aging population 
#@ new technology 

@ research 

@ performance measure 

@ risk management 

@ determmants of health 

@ private-public sector 

@ public's perception of health care 

@ public expectation - escalatmg? 


Comment: 
The group started by identifying 
considerations for re-organizing the work. 
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organize the work 

@ new partnership: system 

™ commitment to people 

@ sills assessment 

m HR planning wry as a system-wide 
approach 

™ cooperation and participation m power 


® commitment to share accountability Ease: 
™ commitment to improved joint process What Hee things’ needed to organize 
™ management AND employees the work: 


™ removing the barriers created by power 
relationships 


relationships 

® working together 

® how do we work together? 

@ petting nd of barners 

@ infrastructure (lack) 

® no commitment of resources; transfer of 
resources 


Requirements for "us" to organize work to 
plan and to change to provide a real 
continuum? 

@ joint responsibility and accountability for 
_HR problem solving & resolutions 

= commitment to improved ongomg and 
continuous joit processes for HR planning, 
delivery and trammg 

™ remove barmiers created by present power 
relationships at all levels 

= commitment to set of principles to guide 
HR planning m HW; ie. faimmess, equity, 
respect, open communications etc 

™ be open to new solutions, ideas, 
innovations (ie. drawing from private sector) 
@ must be future oriented 


What do we need for a future regional HR 
system? 


—________________— @ 
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Q. How can we organize the work so 
that we are meeting all of the health 
care continuum needs of our 
community? 


Group Three 


Capacity of the Community 
(a) skill level of staff 


(b) contmuum of quality care vs task focus Please refer to Diagram Three on pg 12. 


(c) wellness & prevention 


who does the work? where is it done? 

@ know my provider 

™ contmuity of care 

@ relationships important 

@ education of the community around health 

care- speed of the change 

@ need for better match of skills between 
© care giver and care receiver 

@ what does community want 

@ structural issues 

@ at what expense do volunteers "strengthen 


communities" 

Paid Staff <——————-> Volunteers 
concem: volunteers difficulty of recruiting 
volunteers replacmg (liability, police checks) 
staff 


@ rural - urban differences : 
@ early dischargmg makmg demands on 
"community" 
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Success factors 

@ adequate anbd careful planning 
@ adequate funding 

@ shilled providers 

@ acceptable HR plan 

@ integration 

@ accountability 

@ rationalisation 

® care for the care giver 

@ communication 
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Q. How can we organize the work so 
that we are meeting all of the health 
care continuum needs of our 
community? 


Group Four 

® organize work to meet health care needs 
of our community 

® client must be in charge; must be 
giveappropriate information to make 
decisions 

@ goals: (1) ease of access; (2) mtegrated 
system of care; patients, doctors, facilities, 
community supports to dividual (client 
focused) 

® look at our population from birth to death, 
develop a healthy (supportive) community 
and neighbourhoods 


Comments: 
This group had some debate and 
discussion around the question of wether 
health was a business or publicly funded 
service? TOM was a contentious issue. 
Questions were raised about ‘quality’ of 
care, how this would be defined, 
evaluated and how it would be ensured 
especially if good quality meant more 
costs? 

Please refer to Diagram Four on page 15. 


@ health care is a busmess; TQM; customer 
+ supplier = customer satisfaction 

@ keep for-profit organizations out of health 
care 

® community will suffer because of 
privatisation 

_ @ money goes out of the community 

@ is expensive 

® bring back to community what is already 
privatised 


@ meet the needs of the mdividual 

@ front line resources available 

@ reduce duplication (waste; admiistrative) 
@ seamless mtegrated 

@ no privatization (contentious; not 
unanimously supported view) 

™ understand influences on the system/ 
alliances 
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Funding Models 
™ funding goes to acute, LTC and 


community for beds and services and 
through different boards and gatekeepers 
who do different assessments and have 
different resources available to them; they all 
focus back m to the patient 


Models of Health 

= medical model; biological (exercise, diet 
and lifestyle) to the determmants of health 
(social supports, employment, environment) 
® holistic health includes medical, biological 
and determinants of health (mcludes mental 
health) 


Service Provision 

? accountability 

? responsibility 

? who determmes entrance and path of exit 
? equality/ power 

@ hospitals have attempted to mcrease 
person's power/ alternatives 


Are We domg anythmg nght/ wrong? 

@ health care perceptions are based on 
mdrvidual values 

@ individual health care workers do do their 
jobs 

™ society is demandmg more from 
professionals 
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Comment: 


A question was asked about how 


individuals could make informed 
decisions? information & feedback loop? 
(diagram below) 


"seamless" 
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Summary: 

A summary of the general themes from 
the morning session are as follows: 

* the care of the patient is central 

* there are fears and insecurities in 
organizations and with workers at all 
levels 

* we are planning in an uncertain 
environment 

* there is an understanding of the need to 
work together, and a recognition of the 
lack of ability and resources to do so 

* the focus on the future requires new 
relationships, and an ability to work in 
new ways (ie. level playing field, decision 
making, access to equal informtion etc) 
* barriers need to be removed 

* relationships between sectors needs to 
be strengthened 

* interest and commitment to working 
together at a regional level 

* individually we do not have a complete 
understanding of the health system in 
Hamilton-Wentworth 
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3.0 ISSUES 


a. Issues Raised which the Group felt 
we could talk about. 

® trust buildmg with decision makers 

® develop principles for utilization of health 

care workers within the health system; 

principles to guide HR plannmg 

@ managmg change 

® communication 

@ jomt governance 

@ our future health care workers; work for 

health care workers (unemployed) 

® strategies to mimimize layoffs 

@ trainmg 

®@ opportunities for laid off displaced 

workers 

@ what is needed to support health care 

workers through change 

@ trammg; trammg needs of future health 

care workers 

@ what are the expanded opportunities for 

health care workers m HW 

@ guidelines to ensure a fair playmg field 

@ what is needed to support HR plannmg for 

HW health system m the future? 

= HR mformation needs 


b. Issues which were flagged as "hot" 
issues not for discussion at this 
time. 

@ seniority 


@ redefinition of jobs 

#@ non standard employment 

® early retirement and severance; continuity 
in all of region 


Context: 

Saturday afternoon was the time that the 
group was to identify common 
opportunities and issues related to a 
regional human resources system. There 
was a great deal of dialogue during this 


time and there were a number of issues 
identified. These issues were then 
‘categorised’ into issues which the group 
felt that they could explore at this time 
and issues, "hot" issues to be "parked" 
until a later date. 


Note: 
The issues in 'a' may be summarised as 
those items the participants felt must first 
be addressed in order to proceed to an 
environment in which issues in 'b' could 
be discussed and explored. Although 
participants "parked" or "flagged" 
certain items, they made it clear that this 
did not mean that they could not be 
explored at a later date. 
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@ facilitatmg movement throughout the 


region ~ Summary: 

HR policies The issues identified may be summarised 
Wapess as follows: 

@ job postings 


* building trust 

* making decisions/ governance 
* principles to ensure decisions 
* displaced workers: supports/ impacts 
* future workers 

* development/ training 

* relationships between sectors 
* system changes 

* fair playing field 

*supports for planning 

* change 

*employee values 

* issues for negotiations (flags) 


™@ pros and cons of establishing central 
bargaming to facilitate regional redepolyment 
™@ integration of salaries and benefits 
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1.00 OPEN DISCUSSION 


what did you learn from yesterday? 

@ diversification is important to mamtain 

@ good to balance new and bright ideas with 
experience of those who have been through 
™@ passion and carmg are common 

@ the knowledge m the room is impressive 
@ appears to be common vision of r health 
care 

@ frustration bc there is so much work to b 
done and so little time 

®@ complexity of issues m HR 

® frustratmg bc there has to be a way to put 
our inflexibilites aside and talk 

@ we as a group have to be educated about 
out health care system; other organizations, 
workers etc 

@ solid common ground -> the patient 
comes first and this crosses all boundaries 

@ it was clear that the left hand did not know 
what the right was domg and yet we are all 
m the health care system 

@ there are no entrenched positions, it is 
recognized that we need mformation and 
discussion(we need consistent information) 

_ @ when talking about HR you have to talk 
about collective agreements 

@ paradigm shift may not be understood by 
everyone; maybe we need to all understand 
this first 

@ appreciation for the positions of leadership 
of the unions 

@ leamed that we are willmg to sit and 
discuss HR for the future 


Context: 
Participants arrived and convened in a 
large group room and the Sunday session 
began with an open discussion of the 
learning which occurred on Saturday, 
observations, hopes, frustrations etc. 
These were recorded on flip chart paper. 


ee 
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the question is what is our role? (are we 
here to contribute ideas to a new regional 
HR or are we here to resolve what the HR 
implications and fall out is going to be?) 
™@ we need to take responsibility and bring 
new ideas 

= do we want to be part of the reform 

@ we are reactive bc we don't know how the 
decisions are bemg made 

@ can we be involved in shapmg the future 
of health care m HW? (yes) 

@ do we have an ability to build an HR 
system plan for HM? 


what do we need? (do we presently have 
an ability to build a regional HR system 
plan for Hamilton-Wentworth ?) 

@ mformation 

™@ power for decision making (budget) 

® capacity to build as people, workers and 
organizations 

# an opportunity to be proactive 

@ we made recommendations they are 
denied but we don't know why (feedback 
loop is not there) 

@ process is not iterative 

™ process must be useful and we must have 
faith m it 

@ information is central, both ways; we need 
a level playmg field; labour and management 
have to know what $ is spent where? when? 
why?; and also to understand "why is this m 
your collective agreement..." 

®@ we need to know where the system is 
going (a) privatization; (b) quality of care 

@ are we going to be a coordmated group m 
this area which says what we want for 
ourselves? 


Note: 
A question was raised by some of the 
participants to try to clarify what their 


role is or could be and this was followed 
by a documented discussion on they 
would require to build a reguional HR 
regional 


Summary: 
what we need to be involved in a regional 
"system"? 

* new processes 

* beneficial processes ie. useful to people 
* information; all "business literacy" 

* information sharing (to and from) 

* big picture from DHC and others 

* quality of care influence 

* more than a one shot deal 

* able to say "no" 

* people cannot be ignored 

* group can identify issues which can be 
worked on together and those they cannot 
* community is the main focus - picture is 
fragmented 

* mindset can stop us 

* planner role? - who should do it? 

* we have resources to share 

* workers staying employed - principles 
which help us achieve this 

* a structure which ensures input, 
decision making, and education 

* need to develop an understanding of the 
role of volunteers int he HW region 
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@ unless mput is listened to and we have 
some authority for decision making we will 
not have any mfluence 

® people make recommendations and the 
question is what is the structure necessary to 
ensure ongomg 

input —> decision making —> feedback? 


what are the changes which are impacting/ 
influencing us ? 

@ decrease of front lme workers 

@ decrease of fundmg 

@ privatization (ie labs) 

@ duplication services and the costs 

@ gaps for certam populations 

@ pressures on services 

= competition; private sector competing; 
MOH decisions and policy of “best price" 

@ Bill 173 amendment and impacts 

@ no definition of highest quality 

@ can quality be measured?; previous work 
here? 

™ money mfluencmg all changes 

@ previous agreements are gone; ie. 
mimimum pay for homeworkers 

@ budget allocation by MOH changed to 
"best case costing” 

™@ system seeking ways to flow $ differently 
@ municipal government decisions 

@ academic decisions ie. trammg 

@ demsured homecare services (OHIP); caps 
on funding, eligibility changes and waitmg 
lists for services 

@ funding decisions still changmg 

@ duplication persists 

™@ inequities i payment for similar services 
@ growth of entrepreneurial efforts 


Please refer to Diagram on page 24. 


Note: 

The Group asked for an explanationof the 
HATF report time lines: 

March 4th - the HATF document 
becomes public and is presented to DHC 


- there will be 2 weeks to comment in 
writing, on the 1-800 fax or phone line; it 
can be done individually or collectively 
March 25th - revised document goes to 
the DHC who then sends their advice to 
the MOH 
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2.0 REGIONAL FOCUS 
Questions: 

where/how should decisions be made 
regionally? 

where at individual institutions?; 

who should be involved in regional human 
resource decision making?; 

what is the process? what should it look 
like? 

what power should the regional HR 
‘system' have? 

what can we do together? 

what should we do together? 

where do we go from here? 


Context: 

The large group was divided into three 
smaller discussion groups. Each small 
group was given questions to discuss with 


regard to a regional Human Resources 
system for the Hamilton-Wentworth 
health sector. Discussions were 
documented on flip chart and then 
presented to the other participants. 


Group One 


Principles 
@ Yes! there should be principles 


@ empowerment of more bureaucracy - No! 


@ St. Joe & Civics Principles - Yes 


@ with amendments as follows: Please refer to Hamilton Civics and St. 
1. is ok Joseph's Principles in the Appendix. 


2. ... health care delivery services 
withm the Ham-Went region 

3. change hospital to health care 

sector and services (m 4) as well 


@ values of the Canada Health Act; 
accessible, comprehensive, portable, publicly 
funded, universality - should be reflected mt 
the principles for health care services 


™ Regional HSTAP system (sustam the 
HSTAP funding) 

(the question should be) how not where? 

@ consultative <---> shared decision makmng 


(principle #4) 
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who? 

® local representation chosen locally 

® networking - build on relationships made 
in this forum - ongoimg collaboration - meet 
agam 

® understand that the plan and the solutions 
are BOTH dynamic 

® (sectors/ services) must build process to 
create HR plannmg mformation processes 
should be inclusive of management/ union 
and non-union 

# to do this well regionally we must have 
information 


™@ question implies that there will be a 
regional HR system; and that it will be 
‘formal 


Things to be aware of: 

1. before the 4th; concer that this 
information must be (draft) vetted before 
presentation to the DHC 

2. we want the final report sent to us and to 
reconvene im the two week comment period; 
have members of the Task Force m 
attendance 

3. participants should share this mformation 
m the workplace 


@ regional HR support system 

career counsellmg; EAP services 

job placement (HSTAP and beyond) 

®@ maybe as mdividuals/ organizations we 
should encourage/ push our organizations to 
endorse some set of principles 

@ DHC ----> (1) endorse then (2) request 
stakeholder to adopt the principles 
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Group Two 


What is our role? 

1. who should make decisions? 

@ decentralise Www 

@ to DHC boundanes and MOH regions 
@ governance structure 


@ governance; smaller working groups 
would have the decisions 

ADVISORY BOARD (key stakeholder) ---> 
BOARD (elected members; should have 
knowledge and mformation; open meetings, 
no m-camera, [association with a particular 
agency or group]; process for appomtment 
and removal; lobbing process; need 
information) 


2. who should do HR planning? 
_@ key stakeholder; sub cttees and a Board 
(circle) 


3. what should be a regional HR process? 
™@ sub cttees of a HR board ie. Human 
Resources, Professional Standards, Quality 
of Care, make recommendations to a Board 
_but these recommendations are reviewed by 
Stakeholder prior to the Board recervmg 
them 


4. who should be involved? 
@ community 

@ institutions 

@ lmk to mdustry 

@ health 

® social 

@ municipal government 

®@ educational mstitutions 
@ direct care 


eRe eee ene ee 
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@ front line staff (non-unionised; unionised) 
@ consumers 

™ physicians reps 

® reps from unions 

@ admuistrative rep 


5. what power should they have? 


6. what can be done regionally vs at 
separate institutions? 


7. what can we do together? 


REGION ‘Sy INSTITUTIONS 


takes mto account supports mission 
trends etc of agency,benefits, 
insurance, pensions 


8. what do we need? 

™ information; access by key stakeholder; 
free access (no withholdmg of mformation) 
@ power and mandate 

= commitment to support employee 

@ guiding principles 
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Group Three 


Future? 

@ establish an ‘honest broker which is a 
central group 

@ input and representation from all agencies/ 
stakeholder 

@ authority over all agencies 


membership 

@ all HR funded through the ‘honest broker’ 
@ include front lne workers of all sectors 

@ volunteers 

@ equal standmg 

@ come equipped with the mandate 

@ dispute resolution mechanism 


what can we do next? 

@ process to establish ‘honest broker’ 

@ establish ‘honest broker 

® policy, planning, implementation 

@ establish Inkages to HR components of 
existing boards/ management 


what do we need now? 

(for regional HR group) 

@ establish lInkages m HR 

‘@ evaluation process 

@ plannmg process 

@ policy development 

@ implementation plan 

™@ performan-e management 

=@ change management process 


ee EEE 
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Summary: 

*all participants came with a wealth of knowledge and experience and were willing to share and 
learn from each other 

* health sector workers identified a number of common issues, fears and hopes for the future 

* there was an overwhelming interest in working together on HR issues at a regional level 

* what is needed are resources and supports which could build the capacity of participants to 
work together 


Mechanism 

* participants identified a number of issues which are not satisfactory with the present human 
resources (work) system and clearly indicated that they would like to be an mformed member 
of the decision making process; these are the ‘barriers’ which currently block movement forward 
* participants also mdicated a desire to have meaningful participation m decision making and to 
have feedback and accountability; as well as dispute resolution mechanisms m a regional 
process; the issue of the 'definition' of ‘quality services' was also one which all stakeholders 
wanted to participate in determing 

* participants felt that a multi-stakeholder group could represent the regional health employers 
and employees 


Principles & 


* many of the groups did not have an opportunity to discuss the principles m depth but 
suggested that existing principles would be a starting pomt; one group also suggested a process 
for regional human resources principles - that these be developed and then circulated to health 
agencies for their endorsement and agreement 


Mandate 

* it was suggested that the mandate begin with a broad defimition of human resources; to 
include volunteers and families | 

* it was also suggested that the scope of human resources mclude plannmg, adjustment 
(redeployment and outplacement services) but also development such as the development of the 
regional health economy 


Membership 

* participants unanimously indicated that membership m a regional HR 'mechanism' should 
include representatives from labour (union and non-union), the mstitutional and community 
sub-sectors, and that the regional human resources system needs to clude physicians (the 
gatekeepers) 

* other groups identified social services, mdustrial and the private sector; as well as education 
and trammg mstitutions 
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APPENDIX 1 
COLLABORATION 


ST. JOSEPH'S HOSPITAL, HAMILTON 
AND 
HAMILTON CIVIC HOSPITALS 


HUMAN RESOURCES PROJECT GROUP. 


GUIDING PRINCIPLES 


WE BELIEVE in the importance of the staff and will ensure that all Staff are 
treated in a fair and equitable manner. 


WE BELIEVE that we have a shared responsibility to develop plans that will 
result in effective use of human resources in providing health care delivery 
services. 


WE BELIEVE that human resources are the most valued resources in the 
hospital. Every effort must be made, where possible, to recognize employee 
personal and career aspirations, avoid lay-offs and to minimize the dislocation 
of employees directly due to the collaboration process. 


WE BELIEVE that in any potential redeployment of human resources within 
the hospital sector the active involvement and cooperation of employee 
representatives is crucial. 


APPENDIX 3 


COLLABORATION 


ST. JOSEPH'S HOSPITAL, HAMILTON 


AND 
HAMILTON CIVIC HOSPITALS 


HUMAN RESOURCES PROJECT GROUP 


ISSUES FOR RESOLUTION 
if Seniority 
a Service 
3. Job Transfers 
4. Union / Non-Union Positions 


2S: Wage / Benefits 

6. Training / Education / Retraining 
cp Job Postings 

8. Voluntary Exit Options . 

a Early Retirement 


log ee € 


Article 9.07: Notice and Redeployment Commitee 


a) Notice 


In the event of a proposed layoff at the Hospital of a permanent or long-term nature or the 
elimination of a position within the bargaining unit, the Hospital shall: 


i) provide the Union with no less than six (6) months’ written notice of the proposed layoff or 
elimination of position: 
and 


ii) provide to the affected employee(s), if any, no less than six (6) months’ written notice of layoff, or 
pay In lieu thereof. 


NOTE: Where a proposed layoff results in the subsequent displacement of any member(s) of the 
bargaining unit, the original notice to the Union provided in (i) above shall be considered notice to the 
Union of any subsequent layoff. 


b) Redeployment Committee 


At each Hospital a Redeployment Committee will be established not later than two (2) weeks after 
the notice referred to in 9.07 and will meet thereafter as frequently as is necessary. 


i) Committee Mandate 
The mandate of the Redeployment Committee is to: 


1. Identify and propose possible alternatives to the proposed layoft(s) or elimination of 
position(s), including, but not limited to, identifying work which would otherwise be 
bargaining unit work and is currently work contracted-out by the Hospital which could be 
performed by bargaining-unit employees who are or would otherwise be laid off; 


2. Identify vacant positions in the Hospital or positions which are currently filled but which will 
become vacant within a twelve (12) month period and which are either: 


a) within the bargaining unit; or 
b) within another CUPE bargaining unit: or 
C) not covered by a collective agreement. 


3. Identify the retraining needs of workers and facilitate such training for workers who are, or 
would otherwise be, laid off. 


4. Subject to Article 9.10 (b) the Hospital will award vacant positions to employees who are, 
or would otherwise be laid off, in order of seniority if, with the benefit of up to six (6) 
months retraining, an employee has become able to meet the normal requirements of the 
job. 


5. Any dispute relating to the foregoing procedures may be filed as a grievance commencing 
at Step 3. 


ii) Committee Composition 


The Redeployment Committee shall be comprised of equal numbers of representatives of the 
Hospital and of the Union. The number of representatives will be determined locally. Where 
for the purposes of HTAP (the Ontario Hospital Training and Adjustment Panel) there is 
another hospital-wide staffing and redeployment committee created or in existence, Union 
members of the Redeployment Committee shall serve on any such hospital-wide staffing 
committee established with the same or similar terms of reference, and the number of Union 
members on such committee will be proportionate to the number of its bargaining unit 
members at the particular Hospital in relation to other staff groups. 


Meetings of the Redeployment Committee shall be held during normal working hours. Time 


spent attending such meetings shall be deemed to be work time for which the representative(s) 
Shall be paid by the Hospital at his regular or premium rate as may be applicable. 


Each party shall appoint a co-chair for the Redeployment Committee. Co-chairs shall chair 


atternative meetings of the Committee and will be jointly responsible for establishing the 
agenda of the Committee meetings. preparing minutes and writing such correspondence as 


the Committee may direct € 
iii) Disclosure 


The Hospital shall provide to the Redeployment Committee all pertinent staffing and financial 
information 


iv) Atternatives 
The Redeployment Committee, or where there Is no consensus, the committee members shall 
propose alternatives to cutbacks in staffing to the Hospital's Chief Executive Officer and to the 
Board of Directors. 
At the time of submitting any plan concerning rationization of services and involving the 
elimination of any position(s) or any layoff(s) to the District Health Council or to the Ministry of 
Health, the Hospital shall provide a copy together with accompying documentation. to the 
Union. 

Article 9.08: Layoff and Recall 

An employee in receipt of notice of layoff pursuant to 9.07 (a) (ii) may: 

a) accept the layoff; or 


b) opt to receive a separation allowance as outlined in Article 9.11; or 


c) opt to retire, if eligible under the terms of the Hospital of Ontario Pension Plan (HOOPP) as 
outlined in Article 18.03 (b); or 


d) displace another employee who has lesser bargaining unit seniority in the same or a lower or an 
identical-paying classification in the bargaining unit if the employee originally subject to layoff has the 
ability to meet the normal requirements of the job. An employee so displaced shall be deemed to 
have been laid off and shall be entitled to notice in accordance with Article 9.07. 


An employee who chooses to exercise the right to displace another employee with lesser seniority 
shall advise the Hospital of hismer intention to do so and the position claimed within seven (7) days 
- after receiving the notice of layoff. 


NOTE: For purposes of the operation of clause (d), an identical-paying classification shall include any 
classification where the straight-time hourly wage rate at the level of service corresponding to 
that of the laid off employee is within 1% of the laid off employee's straight time hourly wage 
rate. 


In the event that there are no employees with lesser seniority in the same or a lower or 
identical-paying classification, as defined in this article, a laid-off employee shall have the right 
to displace another employee with lesser seniority who ts the least senior employee in the 
classification and where the straight-time hourly rate at the level of service corresponding to 
that of the employee is with 5% of the laid-off employee's straight-time hourly rate. 


An employee who is subject to layoff other than a layoff of a permanent or long-term nature 
shall have the right to accept the layoff or displace another employee in accordance with (a) 
and (d) above. 


An employee shall have opportunity of recall from a layott to an available opening, in order of 
seniority, provided he has the ability to perform the work before such opening is filled on a € 
regular basis under a job posting procedure. The posting procedure in the collective 

agreement shall not apply until the recall process has been complete. 


In determining the ability of an employee to perform the work for the purposes ol the 
Paragraphs above. the Hospital shall not act in an arbitrary or unfair manner. 


An employee recalled to work in a different classification trom which he was laid off shall have 


the privilege of returning to the position held prior to the layoff should it become vacant within 
six (6) months of being recalled. 


No new employees shall be hired until all those laid off have been given an opportunity to 


return to work and have failed to do So, in accordance with the loss of seniority provision, or 
have been found unable to perform the work available. 


The Hospital shall notify the employee of recall opportunity by registered mail, addressed to 
the last address on record with the Hospital (which notification shall be deemed to be received 
on the second day following the date of mailing). The notification shall state tne job to which 
the employee ts eligible to be recalled and the date and time at which the employee shall 


report for work. The employee is solely responsible for his proper address being on record 
with the Hospital. 


Employees on layoff shall be given preference for temporary vacancies which are expected to 
exceed ten (10) working days. An employee who has been recalled to such temporary 
vacancy shall not be required to accept such recall and may instead remain on layoff. 


No tull-time employee within the bargaining unit shall be laid off by reason of hisMer duties 
being assigned to one or more part-time employees. 


In the event of a layoff of an employee, the Hospital shall pay its share of insured benefits 
premiums for the duration of the six-month notice period provided for in Article 9.07. 


Article 9.09: Benefits on Layoff 


In the event of a lay-off of an employee, the Hospital shall pay its share of insured benefits 
premiums up to the end of the month in which the lay-off occurs. 


The employee may, if possible under the terms and conditions of the insurance benefits 
programs, continue to pay the full premium cost of a benefit or benefits for up to three (3) 
months following the end of the month in which the lay-off occurs. Such payment can be made 
through the payroll office of the Hospital provided that the employee informs the Hospital of his 
or her intent to do so at the time of the lay-off, and arranges with the Hospital the appropriate 
payment schedule. 


Article 9.10: Retraining 


a) Retraining for Positions within the Hospital 

Where, with the benefit of retraining of up to six (6) months, an employee who has either accepted 
the layoff or who is unable to displace any other employee could be redeployed to a hospital position 
identified by the Redeployment Committee in accordance with Article 9.07 (b) (i): 


i) Opportunities to fill vacant positions identified by the Hospital Redeployment Committee 
through retaining shall be offered to employees who apply and would qualify for the position 
with the available retraining in order of their seniority until the list of any such opportunities is 
exhausted. Opportunities to fill vacancies outside of CUPE bargaining units may be offered 
by the Hospital in its discretion. 


ii) The Hospital and the Union will cooperate so that employees who have received notice of . 
permanent layoff and been approved for retraining in order to prevent a layoff will have their 
work schedules adjusted in order to enable them to participate in the retraining, and 
scheduling and seniority requirements may by mutual agreement be waived. The . 
Redeployment Committee will seek the assistance of the Hospital Training and Adjustment 
Panel (HTAP) to cover the cost of tuition, books and any travel. 


iii) Apart from any on-the-job training offered by the Hospital, any employee subject to layoff 
who may require a leave of absence to undertake retraining in accordance with the 


foregoing shall be granted an unpaid leave of absence which shall not exceed six (6) 
months 


iv) Laid-off employees who are approved for retraining in order to quality for a vacant position 
within the Hospital will continue to receive insured benefits. 


b) Placement 


Upon successtul completion of his training period, the Hospital and the Union undertake to 
waive any restrictions which might otherwise apply, and the employee will be placed in the job 
identified in 9.10 (a) (i) 


An employee subject to layoff who applies but later declines to accept a retraining offer or fails 
to complete the training will remain Subject to layoff. 


c) Regional Redeployment Committee 


A joint committee of the participating hospitals and local unions identified 
in Appendix “A” shall meet prior to June 30, 1993, and will establish 
Regional Redeployment Committees to identify employment opportunities 
and to facilitate and arrange for the redeployment of laid off employees. 


Each hospital will provide such Regional Redeployment Committee with 
the name, address, telephone number, and years of service and seniority of 
all employees who have been laid off. 


In filling vacancies not filled by bargaining unit members, the hospitals will 
be encouraged to give first consideration to laid-off employees who are on 
the list and who are qualified to perform the work. For benefit-entitlement 
purposes, it is recognized that hospitals shall be free to grant to any 
employees hired through this process full credit for service earned with 
another hospital. 


Article 9.11: Separation Allowance 


a) Where an employee resigns within one month (30 days) after receiving notice of layoff 
pursuant to Article 9.07 (a) (ii) that his position will be eliminated, he shall be entitled toa 
separation allowance of two (2) weeks’ salary for each year of continuous service to a 
maximum of twelve (12) weeks’ pay, and, on production of receipts trom an approved 
educational program, within twelve (12) months of resignation, may be reimbursed for 
tuition fees up to a maximum of three thousand ($3,000) dollars. 


Where an employee resigns later than thirty (30) days after receiving notice pursuant to 
Article 9.07 (a) (ii) that his position will be eliminated, he shall be entitled to a separation 
allowance of four (4) weeks Salary, and, on production of receipts from an approved 
educational program, within twelve (12) months of resignation, may be reimbursed for 
tuition fees up to a maximum of one thousand two hundred and fifty ($1,250) dollars. 


= 


Article 9.12: Portability of Service 


An employee hired by the Hospital with recent and related experience may claim consideration 
for such experience at the time of hiring on a form to be supplied by the Hospital. Any such 
claim shall be accompanied by verification of previous related experience. The Hospital shall 
then evaluate such experience during the probationary period following hiring. Where in the 
opinion of the Hospital such experience is determined to be relevant, the employee shall be 
slotted in that step of the wage progression consistent with one (1) year’s service for every one 
(1) year of related experience in the classification upon completion of the employee's 
probationary period. It is understood and agreed that the foregoing shall not constitute a 
violation of the wage schedule under the collective agreement. 


Article 10.02: Contracting In 


Further to Article 9.07 (b) (i) (1) the parties agree that the Redeployment Committee will 
immediately undertake a review of any existing sub-contract work which would otherwise be 
bargaining unit work and which may be subject to expiry and open for renegotiation within six 
(6) months with a view to assessing the practicality and cost-effectiveness of having such 

2 work penormed within the Hospital by members of the bargaining unit. 


Article 18.01 (e): deals with insured benefits for those opting for early retirement 


Article 18.03: deals with pension retirement allowance 


Other anicles related to training and/or redeployment issues: 2.01 Temporary Employees 
9.01- 06 Seniority and Posting 


9.13 Tech. Change 

10.01 Contracting Out 

wt Work of the Barg. Unit 
12.08 Education Leave 


20.01 Job Classitication 
Wages and Benefits 


PARTICIPANT LIST 


Doug Appt, Hamilton Civics Hospitals 

Donna Bain, ONA Local 75, St. Joseph's Hospital 
Cathy Bernard, Hamilton Wentworth Family Services 
Betty Bethune, Flamborough Red Cross 

Karen Bulmer, St. Peter's Hospital 

Linda Busuttil 

Les Campbell, McMaster Chedoke 

Ted Capstick, McMaster Chedoke 

Barbara Carson, Visiting Homemaker's Assoc. 

Sue Colley, HSTAP 

Michele Colombus, CUPE Local 786 

Brenda Couch, HATF 

Marm Cunningham, ONA, St. Peter's Hospital 

Judy Curran, Public Health Department 

Barbara Findley, ONA 

Jonquil Eyre, Hamilton Urban Core, CHC 

Shirley Gow, St. Joseph's Hospital 

Berkley Harper, Glanbrook Home Support Programme Association 
Linda Haslam-Stroud, ONA Local 70, St. Joseph's Hospital 
Marne Houston, CUPE 794 

Rhona Jensen, Hamilton Wentworth VON 

Neil Johnston, Faculty of Health Science 

Jane Krilyk 

Robin Loader, Hamilton General Hospital 

Miriam Lockhart, CUPE, St. Peter's Hospital 

Georgia Wood, Macassa Lodge 

Bill Lyall, St. Joseph's Hospital 

-Mike Mattina, St. Peter's Hospital 

Pauline McKinley, Hamilton Psychiatric Hospital 

Jim Miller, Hamilton Regional Cancer Centre 

Mark Mindorff, (HAPPIN) Health Economic Development 
Bev Morgan, Grocer-Ease (Kiwanis) 

Sheila Moriarity, Mohawk Hospital Services CUPE 1605 
Betty Muggah, VON Hamilton-Wentworth 

Janis North, VON Hamilton-Wentworth 

E. Petra Cooke, ONA 

John Plouffe, St. Peter's Hospital 

Kay Racoczy, OPSEU 

Mae Radford, VON Meals on Wheels 

Ron Roscoe, Service Employees International Union, Local 532 
Connie Ross, ONA Local 70 

David Savage, St. Joseph Hospital 

Peter Schmitt, Hamilton Civiic Hospitals 


Kathy Smith, ONA Hamilton Regional Cancer Centre 
Rita Soluk, St Elizabeth Visiting Nurses 

Gay Spong, VON Hamiltton- Wentworth 

James Stang, Hamilton Regional Cancer Centre 

Mike Tracey, CUPE 786 

Isik Urla Zeytinoglu, McMaster University School of Business 
Pat Varga, Radiology, McMaster Chedoke Hospitl 
Ulli Venhor, CUPE Local 839 

Marcia Nauta, Public Health ONA 

Jacky Weaver, St. Peters Hospital 

Pat Whitfield, CUPE Local 794 

Peter Yemen, IUOE Hamilton Civics 
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ERRATA 
Morbidity Rates 


Table 2, p. 8, the Hamilton-Wentworth SMR is 0.2 for Depression. 


Table 2, p. 9, the Hamitton-Wentworth SMR is 0.96 for Complications of Pregnancy 
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